) showed a strong correlation with i-GFR (r = 0.80, p < 0.001), it underestimated it (p<0.001). The comparisons of eGFR and iGFR for each eGFR stratum as defined by Bruno et al. are shown in Table 1 .
In the group as a whole, most of the subjects (55.5%) were wrongly classified by the MDRD-estimated GFR in the four GFR strata. This suggests that the majority of patients followed by Bruno et al. would have been classified in other strata if measured GFR rather than eGFR values had been used. In particular, many patients in the 45-60 and 60-89 ml min −1 1.73 m −2 eGFR intervals, who had hazard ratios of <1.00 for all-cause and cardiovascular mortality in the paper [1] , would have been in higher GFR strata. Although it is the best predictor of GFR in diabetic patients with renal insufficiency [3] , the MDRD equation is well known to underestimate GFR values at the upper end of the normal range [4] . This explains the high proportion of patients with chronic kidney disease in the population 1.73 m −2 ) after the age of 65 years [6] . Inverse relationships between renal function and cardiovascular risk factors have also been reported in the general population, depending on which equation is used to predict GFR [7] . As mentioned by Bruno, further studies with measured GFR rather than eGFR will be necessary to fully establish whether there is a link between a moderate reduction in renal function and the outcome of patients with diabetes. 
